You'll have to check the article to see all the resistance patterns that were measured, but suffi ce it to say that inpatient resistance rates frequently exceeded outpatient resistance rates, particularly for third-generation cephalosporins and ciprofl oxacin. Most notably (in my opinion anyway) was Escherichia coli resistance to ampicillin in the outpatient and inpatient settings (45% vs 55%, P < .001).
Why do we care?
This article substantiates the claim previously suggested by single-center studies that resistance patterns for uropathogens differ in the outpatient and inpatient settings. Thus, we should likely be using separate inpatient-and outpatient-based antibiograms to optimize effective empirical antibiotic use for treatment of urinary tract infection. That said, it is probably worth pointing out that there is site-to-site variability in determining who gets admitted for urinary tract infections (UTI), and this study was not designed to address this confounder or, more specifi cally, to account for severity of illness. This one is really cool. In 2006, a large academic medical center designed a fi nancial incentive program to improve certain quality metrics. This program included a $400 bonus for project goals met by residents and fellows, up to $1200 per year per trainee. Projects were placed in 3 domains: patient satisfaction, quality/safety, and operation/utilization. Residents and fellows could also submit their own projects for approval in the incentive program.
The key fi ndings.
During the fi rst 6 years of the incentive program (2007) (2008) (2009) (2010) (2011) (2012) , 5275 residents and fellows participated, including 540 residents and fellows who participated in projects submitted by trainees. On average, $724 450 were paid in bonuses each year (∼$800 per trainee). The patient satisfaction project goal was met in 4 of the 6 years, the quality/safety and operation/utilization project goals were met inconsistently (although trainees were more compliant than faculty), but trainees did appear more engaged in the quality improvement process, culminating in dozens of projects being proposed, and completed successfully, by residents and fellows. In total, trainees worked on 55 projects and achieved 71% of the goals set. It is worth pointing out that because this was not originally designed as a research study, there was no control group or baseline data from which to compare the success of the program, which limits the ability to calculate a specifi c return on investment.
Why do we care?
This group got residents and fellows to submit dozens of quality improvement projects on their own and to accomplish the goals contained within them. Although we can't perform a marginal cost-benefi t analysis here, it does appear that using carefully thought out fi nancial incentives to congruently align the goals of the institution and trainees may be worth at least a cursory look. And why shouldn't they be? There may be some scientifi c debate regarding fi nancial incentives, but every other business sector uses them, and trainees will likely be included in some incentive program upon beginning their fi rst posttraining job anyway.
In the words of the expert . . . 
"Pediatric hospitalists are in the ideal

